The meaning of both terms has more or less altered with the advance of time. Nowadays lepromatous leprosy (L) implies the multibacillary, malignant, and contagious type, whereas neural leprosy (N) implies a paucibacillary, non-progressive, benign and noncontagious form. The so-caled lepromine test is negative in the former (L) and positive in the latter (N), because of the abundance of antibodies. The (N) leprosy is again subdivided into Na, mainly anesthetic, Ns the more visible form and Nt, the tuberculoid form. The Havana Congress, 1948, classified leprosy as lepromatous, tuberculoid and indeterminate (not intermediate) leprosy.
Another very important factor in classification is Virchow's globus or leper cell. This consists of a great number of vacuoles ("foam cell") containing a fat or lipoid, as well as a multitude of leprosy bacilli. In those cases where leprosy bacilli are seen in "cigar bunches", one can assume the presence of a rudimentary globus. Leper cells or "cigar bunches" are characteristic of lepromatous leprosy, they are absent in N-leprosy. This is an important point, as the nose has been regarded as the "porte d'entree" of leprosy, or the positive nose-smear as the first symptom. However, in the majority of lepers (nearly all N-leprosy) the discharge from the nose is negative. A positive nose-smear, therefore, is not an initial symptom of leprosy, but a symptom of degree, since it indicates 'This is not the international conference. The international Cairo classification is still the official one. In the Havana Congress (1948) the same opinion was expressed. NOv.-DERM. 1. malignant lepromatous leprosy. A positive nose-smear generally only contains "cigarbunches" thus indicating leprosy L. Just as in tertiary syphilis, lepromatous leprosy has a predilection for the nose. A transformation of N into L leprosy (compare the transformation of a tuberculide into lupus vulgaris) is very rare (Schujman, Rodriguez, Plantilla and Wade). In fact, N and L leprosy should be regarded as "polar forms", separated from each other by a "no man's land" in which a true transmission from N into L leprosy is most improbable (Cochrane). A diagnosis of the different types of leprosy is a difficult task and calls for specialized knowledge. For instance the infiltrative process in N-leprosy can be so pronounced that induration can be felt and N-leprosy seems to simulate L-leprosy (Davey), which is also infiltrative. When a similar picture of tuberculoid is found in tuberculosis, it is called "sarcoid".
Thus tuberculoid leprosy (a histological concept), will rarely be tuberous (a clinical or morphological concept), though tuberous leprosy usually implies the malignant lepromatous leprosy, whilst tuberculoid leprosy (also called lepride) implies the most benign leprosy.
Rogers, who traced the source of infection of his patients, found that 94 7% of it was due to L-leprosy. In the remaining 5-3% a new infection was traced to contact with a nerve case; probably a mixed type with preponderance of nerve symptoms.
To summarize, there are two main types of leprosy: (1) The contagious malignant form.
(2) The non-contagious benign form. It should therefore be quite possible to find a terminological solution, which according to my mind lies in the name of the disease.
If, however, the misleading habit of calling all types of leprosy Morbus Hansen should persist, it will be a definite regression and we shall labour under the same misapprehensions and difficulties as our colleagues in the Middle Ages. We shall class the lepride with leprosy or Morbus Hansen and thus condemn 80% of those suffering from the benign type of the disease with the 20% suffering from malignant leprosy.
It is not generally realized that the majority of patients formerly called lepers are not leprous in the old sense of the word, but suffer from a benign disease. Their segregation is unscientific, unreasonable and inhuman: "The whole weight of modern, competent opinion is that such cases (i.e. 80% of all (Rogers)) are no danger to the public and that their segregation only encourages false and misleading fear" (Brit. Emp. Lep. Relief Assoc.).
The new term "Hansen's disease" has been explained in a non-medical magazine, thus instructing the public as to its real meaning. That is another reason for separating the benign form from the Hansen terminology.
In the case of treponematosis a similar incidence arose accidentally. Yaws and syphilis are caused by spirochetes which cannot be dfferentiated, though nobody will ever mistake the one disease for the other. And so to my point: just as some benign forms of tuberculosis, i.e. Boeck's sarcoid and Bazin's erythema are called tuberculide, so should the term Morbus Hansen or leprosy be differentiated from the term Hansenide. This new terminology should give the N or T patients a new lease of life and the ghastly alternatives of either no medical treatment or barbed wire for life would no longer confront them.
Muir and Rogers therefore suggest using the term "neuritis" in such cases, "thus excluding difficulties due to unreasoning prejudice ". In Surinam such cases are called "suspect ".
If, therefore, such Hansenide patients are still in leper homes, they should (provided a well-established diagnosis is made) immediately be released, sent home or to a sanatorium for treatment. Treatment should be mainly directed towards a general improvement of health and increase in resistance. Too active treatment shoul4 be avoided.
Much money will be saved this way, which in turn "can be well devoted in increasing the attraction and treatment in leper homes for the infective cases" (B.E.L.R.A.).
As to the contagiousness ofleprosy: The origin of infection is still open to argument. Many people in fact claim to have demonstrated a direct contact infection, whereas others insist on having found an inanimate medium.
Hundadze, Peffard, Mitchell, Marchoux, Ehlers and others, have described cases in which physicians were contaminated following an injury during treatment of a leper. Blanchard, Blanquier, Mitsuda, Kensuke, &c., described incidents of leprosy primarily due to the custom of tattooing. Hildebrandt tells of a child which had infected itself by pricking its skin with a needle with which another child had demonstrated the analgesia of its leprous skin. Strain found the beginning of leprosy in the wound of a breast excision in a woman, whose son had been suffering for three years from manifest leprosy. De Lange reviews an infection from a morphine syringe. Infection by clothes has been described by Arning, Looft, Romer, Hansen, Lorand, and many others. Bergmann observed that 20% of female dhobies working in leper colonies sooner or later acquire the disease. Broers van Dort, Gougerot, Giordano, Muir and Simons among others described the origin of infection, 762 Section of Dermatology or probable infection from soil, i.e. from walking with bare feet. It is a well-known fact that the slightest injury of the leprous skin of a lepromatous leper exudes bacilli. This in turn finds its practical use in the examination of the serum from leprous earlobes.
Leprous bacilli may be present in all layers of the skin, but it is by no means certain that normal scaling of the skin does expose bacilli. According to des Essarts. bacilli in the hair follicles may "grow out" with the hair and furthermore bacilli from the sweat glands may be brought to the surface by the action of these glands.
It is, however, still questionable whether the infection is due to direct or indirect (intermediary) contact. What is certain is the fact, that the disease is epidemic in some areas, and it is practically certain the "contact" (direct or indirect) for infection must be close and of long duration. The disease is not only confined to certain countries, but is, in fact, found in particular areas, or even particular houses. Should there exist an intermediary factor, such as an insect, it is bound to have a short "action radius".
Since the disease is neither waterborne (occurring in towns and villages along rivers), nor airborne (occurring in disseminated areas due to mosquitoes and the like), it must be assumed that it is, like scabies, a "familial disease".
As infection usually only occurs after long-continued intimate contact with the source, I am of the opinion that the disease is not highly contagious and that the risk of infection is relatively small, though one should never be exposed to this small risk forjany length of time.
Moiser found acid-fast bacilli, similar to .those of leprosy, in 69 % of cockroaches from leper colonies. Although it is possible that these bacilli may also exist in cockroaches that do not come from leper homes, it is an important feature, which requires serious hygienic measures.
An even more likely carrier of infection is the common bed bug, particularly as it is, in contrast to cockroaches, a blood-sucking insect. Goodhue, Ehlers, Bourret, Sandes, Lebeeuf, Skelton, Perham, Thomson, Johnston, Da Buen and many others (Rogers) have detected acid-fast bacilli, similar to leprosy bacilli, in bed bugs.
But quite apart from the mode of infection, one can assume from all investigations that L-leprosy is infectious. The danger of infection should neither be exaggerated nor underestimated.
Rogers, Muir, Cochrane and others claim that children-are particularly prone to infection. Manalang goes so far as to state that only children can be infected, whereas adults are immune. Children are usually taken early from leprous environments, and, should they happen to be born in it, they are removed as soon as possible.
Of great value for the demonstration of the epidemiology of L-leprosy and the noninfectiousness of N-leprosy is the so-called Nauru epidemic. In 1912, a leper woman from the Gilbert Islands was allowed to enter Nauru, a Pacific (South Sea) Island. This happened against the advice of the quarantine physician. In 1925, 368 new cases, i.e. one-third of the whole of the population, were found to be infected: an infection which could be traced to this one case. In spite of the panic caused by this epidemic, Rogers, in fighting it, advised the isolation of only the 189 L cases. A decrease of infected cases was noticeable in 1933, and in 1937 there remained only 57 L and 102 N cases. "Thus one of the most serious epidemics in history had been got under control" (Rogers). (Unfortunately no further developments can be reported, as the Japanese drowned all surviving patients during the occupation.) The dangers of compulsory measures are the following: patients dare not report the disease. This not only leads to wrong statistics, but in addition patients cannot be treated and hidden cases form a great potential unchecked danger. Still worse, thousands of people suffering from diseases wrongly regarded as leprosy do not report for medical treatment. "Total segregation therefore spreads leprosy" (B.E.L.R.A.). "Where it becomes known that patients are to be shut up for life, lepers will conceal themselves outside and keep on-those are the L cases-spreading the disease" (B.E.L.R.A.).
When a house-to-house investigation was carried out in India, it became evident that for 102,000 known cases, over one million were hidden, of which one-quarter were of contagious type. Only 14,000 cases are isolated, of which 5,000 are non-contagious (Rogers).
In 1925, the South African Government ordered an examination of 3,501 patients who were "immured in prison-like asylums"; 800 were found to be non-contagious and were released. The result was striking; from that moment twice as many cases (about 4,000) reported voluntarily. Of a total of 6,769 cases, 60% (4,052) could be released again after having received adequate treatment. 61 % remained free of any symptoms for the next five years. For this reason nobody to-day will advise the obsolete method of "hunting down hidden lepers like wild beasts" (Rodriguez). 29 753 "Millions have been spent on segregation, without any effective good and millions more will be wasted on it" (Moiser).
"Segregation is a regrettable necessity in the case of infective lepers. But we have no right on humanitarian grounds to separate a man from his wife and family, unless there are adequate public grounds for doing so" (B.E.L.R.A.).
Hansenide-i.e. N-leprosy-patients should not be isolated. "It is therefore imperative that the line of demarcation as far as segregation is concerned, should rest not on the diagnosis of leprosy but on the differential diagnosis between the infectious and non-infectious leper!" (Rogers and Muir.) "Let us change our methods: We know that compulsory segregation has proved worse than useless" (Moiser).
"The whole concept of total segregation is out of date" (B.E.L.R.A.). Conclusions.-"As long as we had no treatment of material value there was some excuse for recourse to the crudities of the Middle Ages: lifelong segregation of lepers" (Rogers and Muir). To-day, however, there remains no doubt that one can save energy and money by isolating only the malignant lepromatous and NOT the Hansenide patients.
The Hansenide patients who leave leper colonies, will in their turn encourage others to undergo adequate treatment, since they will see by this example that leprosy is no longer a crime for which the only punishment is imprisonment for life, but that it is curable and certainly in two-thirds of all cases not even contagious. Lepers and sufferers from disease classified as leprosy will no longer fly from the police and ... the doctor!
The answer to the question what should be done with the isolated patients is twofold.
(a) All patients with L-leprosy should remain in isolation. Leper homes should be called "clinic" or some such name. Diagnosis should be negative for at least two years without the appearance of new symptoms before the patient's discharge is considered. This period of two years has been decided upon, as any shorter interval has resulted in too many relapses(Culion).
(b) All Hansenide patients (N or tuberculoid leprosy) should be discharged immediately, though they would have to remain under regular supervision of a skin specialist.
The following should be cared for by the public health authorities: Those Hansenide patients who suffer from general poor health, or who return to unhealthy and poor environment, also patients who are likely to turn to prostitution or to contract tuberculosis-24% to 32% of all lepers die from tuberculosis and many more suffer from it (Faget).
In conclusion I would say again that segregation should depend not on the diagnosis of leprosy, but on the differential diagnosis between infectious malignant leprosy and the non-infectious Hansenide.
Schamberg's Disease.-H. W. BARBER, F.R.C.P.
Miss I. W., aged 62. History.-In December 1944, she stated that she had been subject to attacks offollicular tonsillitis all her life, and that at the age of 18 she had a particularly severe one which was followed by chorea. Although there is no valvular disease of the heart, she had at one time frequent extrasystoles, but these diminished, and a report by Dr. Peter Miles (19.7.39) on her cardiovascular system revealed no organic changes, only occasional extrasystoles.
The eruption appeared-first in August 1944 on the inner side of the left knee. Later the anterior surfaces of the legs and the skin between the toes became affected. The eruption continued to spread, eventually involving the legs, particularly over the knees, the elbows and forearms, the palms and soles and the skin between the fingers and toes. Patches also appeared on the abdomen, shoulders, and inner thighs.
The tonsils were clearly infected, and she was admitted to Guy's Hospital in August 1945 for their removal; afterwards she was given a five-day course of sulphamezathine, during which there was an exacerbation of the eruption. This was followed by a general subsidence.
December 14, 1945: The eruption was still present on the legs, over the patella and elbows, and on the forearms and palms, but was much less active. Small new patches appeared from time to time. She continued, however, to have sore throats, particularly in the left tonsillar fossa, where periodically a remaining portion of lymphoid tissue became inflamed and ulcerated.
In July 1946 there was an exacerbation on the hands and wrists and in August 1946 she was again admitted. An ulcer in the left tonsillar fossa was present, but cultures from this revealed only Streptococcus viridans and no B-hiemolytic strains.
Summary of investigations by Dr. R. L. Waterfield: Slightly raised B.S.R.; slight simple anemia with slight lymphocytosis. Blood clotting time was normal.
Intramuscular injections of penicillin-300,000 units twice daily for ten days-were given and she was then discharged.
